1. Introduction {#s0005}
===============

A recent review suggests that globally 17.6% of the adult population experience a mental health condition during a 12 month period ([@b0005]), and 18--36% do so at some point across their lifetime ([@b0005], [@b0010]), with similar rates suggested for Australia ([@b0015]). Previous research undertaken with individuals diagnosed with a mental health condition suggests this population are likely to experience a significant reduction in life expectancy ([@b0020], [@b0025], [@b0030], [@b0035]). For example, in a Danish population-based cohort, individuals diagnosed with depression experienced up to 14 years reduced life expectancy ([@b0020]). A review of mortality among people with mental disorders found a reduction in life expectancy of up to 32 years, with 10 being the median years of life lost ([@b0030]). In Australia, life expectancy differences have been estimated at a reduction of up to 16 years, with a large proportion (77%) of excess mortality attributed to chronic physical health conditions such as cardiovascular disease, diabetes and cancers ([@b0035]).

A significant proportion of chronic disease burden can be attributed to health risk behaviours such as smoking, physical inactivity, poor nutrition and harmful alcohol consumption; contributing to half of the global disability adjusted life years in 2016 ([@b0040]). These health risk behaviours are more prevalent among people with a mental health condition; and some sub-groups of the population are reported to experience a higher prevalence of both these health risk behaviours and mental health concerns. In Australia, such sub-groups include people of lower socioeconomic status, those living in rural and remote areas, Aboriginal and Torres Strait Islander people, and those from culturally and linguistically diverse backgrounds ([@b0045]). While global rates of smoking have declined in the last 20 years ([@b0050]), this trend has not extended to people with a mental health condition, where smoking rates remain more than double that of the general population ([@b0055], [@b0060], [@b0065], [@b0070], [@b0075]). A higher prevalence of physical inactivity was found in a sample of adults diagnosed with a mental health condition who had used community mental health services in the U.S. when compared to the general population (25.7% and 17.5% respectively, p \< 0.01) ([@b0080]). Australian research from the National Health Survey similarly indicated a higher prevalence of physical inactivity among people with a mental health condition, as well as higher prevalence of harmful alcohol consumption ([@b0085]).

The provision of health coaching is well established as being effective in supporting health behaviour change ([@b0090]). The delivery of health coaching via telephone services represent a means to provide professionally-delivered and widely accessible behaviour change support ([@b0095], [@b0100], [@b0105]). Quitlines for example provide personalised smoking cessation support at a population-level, and have been noted as being globally affordable ([@b0110]) and effective ([@b0100]). In the U.S. ([@b0115]) and Australia ([@b0120]), studies suggest one half and one third of Quitline callers respectively, report a mental health condition, and that these individuals experience higher levels of nicotine dependence. Further, Quitlines are effective in facilitating cessation for smokers with a mental health condition, though sustained abstinence rates are somewhat lower when compared to Quitline participants without such a condition ([@b0115], [@b0120]). An awareness of how service users with a mental health condition differ to those without highlights the potential for Quitlines, and other telephone delivered health coaching services, to develop tailored or more intensive treatments to achieve equivalent behaviour change outcomes ([@b0115], [@b0125]).

Research has indicated that telephone coaching support can also be effective for behaviours other than smoking, such as physical activity and nutrition ([@b0130]), yet compared to smoking behaviours, there is currently limited population-level research that has explored the impact of telephone support services for these behaviours. In New South Wales (NSW), Australia, the Get Healthy Information and Coaching Service® (NSW Get Healthy Service®), is a free telephone coaching service providing support for healthy eating, physical activity, maintaining/achieving healthy weight and reducing alcohol consumption. Participants may be referred to this service by a health professional, or may self-refer either online or by phone. The NSW Get Healthy Service® engaged with approximately 5000 participants as a part of their coaching program in 2017, with enrolment rates increasing annually since service inception in 2009. A pre-post evaluation found that participants completing a 6 month coaching program improved their weight and waist circumference and increased vegetable consumption at 12 months following program completion, suggesting the service can be effective for the general population ([@b0135]).

For people with a mental health condition, previous research indicates that telephone support for nutrition ([@b0140]), physical activity ([@b0140], [@b0145]) and weight ([@b0150]) is feasible and acceptable. However, use of a population level service such as the NSW Get Healthy Service® has not been examined for this subgroup. Further, a comparison of characteristics of service users with and without a mental health conditions may usefully inform service planning and development.

The aim of the current study is therefore to assess the proportion of coaching participants undertaking the NSW Get Healthy Service® who report having had a mental health condition, and to describe and compare the health risk profiles, goals and confidence in behaviour change of coaching participants with and without a mental health condition.

2. Methods {#s0010}
==========

2.1. Setting & design {#s0015}
---------------------

Individuals over the age of 16 residing in the states of NSW or Queensland, or over 18 in South Australia, who are interested in eating a healthier diet, getting active, achieving or maintain a healthy weight, or reducing their alcohol consumption can self-refer to the NSW Get Healthy Service® via telephone or through the service's website. Referrals are also received from a range of health professionals within and outside the public health system. Participants may choose to receive a single call and resources from the service (Information Only), or may opt to enrol in a coaching program. Participants who choose to enrol in a coaching program receive a minimum of 4 and up to 13 calls over a 6 month period, during which they are provided with behaviour change advice and support, most often from the same individual coach throughout. The average length of a coaching call is 15--20 min. Calls are delivered by university qualified health coaches (dietitians, exercise physiologists, nurses). Coaches receive training in motivational interviewing, focusing on working effectively with patients to promote: health literacy; shared and fully-informed decision-making; and evidence-based, goal-oriented treatment, self-management and health behaviours ([@b0155]). During their first call with a coach, participants complete a health assessment with information collected around their current health behaviours, their health-related goals, as well as whether they have experienced a mental health condition. Participants are allocated to a module based on responses to the health assessment. A module is a series of up to 13 telephone calls, supporting health behaviour change in areas relevant to a participant's goals through goal setting, identifying barriers and enablers, and problem solving from each participant's perspective. They include support to eat healthily, increase physical activity, and/or achieve or maintain a healthy weight (Standard Get Healthy module, commenced February 2009), and may also have a focus on particular health concerns (Alcohol Reduction, commenced October 2015; Type 2 Diabetes Prevention module, commenced July 2013) or have been tailored for a portion of the population (Aboriginal and Torres Strait Islander module, commenced November 2012). The Get Healthy in Pregnancy module (commenced July 2015) focuses on gaining a healthy amount of weight during pregnancy as per Institute of Medicine guidelines ([@b0160]).

A secondary data analysis was conducted on a de-identified, cross-sectional sample of data routinely collected as a part of registering with the service. Ethical approval was obtained from the University of Newcastle Human Research Ethics Committee, reference no: H-2016-0270.

2.2. Participants {#s0020}
-----------------

Data were obtained for all participants who made contact with the NSW Get Healthy Service® between January 2015 and December 2017 (*n =* 14,016) ([Fig. 1](#f0005){ref-type="fig"}). Of this, 1050 participants only ever enrolled in the Information Only module and were subsequently excluded. Of the potential 12,966 remaining participants for whom data was available for their first coaching experience within the study period, 1041 were removed due to information on mental health status not being provided, resulting in 11,925 participants with available data for analysis.Fig. 1Data inclusion and module allocation all included participants have provided consent for their data to be analysed for research purposes.

2.3. Measures {#s0025}
-------------

### 2.3.1. Mental health status {#s0030}

One screening question as a part of the enrolment process asked participants "*Have you had a significant mental health problem that required treatment from a health professional?*"(Yes/No).

### 2.3.2. Demographics, service details, self-rated health and health goals {#s0035}

As a part of routine data collection, participants were asked to report their: date of birth, gender, Aboriginality, postcode, highest education level attained and current employment status. Postcode was used to determine geographic remoteness ([@b0165]) and socio-economic index of disadvantage ([@b0170]). Data also included the module to which participants had been allocated. Participants indicated where they heard about the service (referral source), their perceived overall health (poor, fair, good, very good, excellent) and primary health goal (Healthy eating-, exercise-, weight- or waist circumference-related).

### 2.3.3. Health risks and confidence in behaviour change {#s0040}

As a part of the health assessment, participants indicated the frequency with which they engaged in health-related behaviours. Questions included previously used and validated measures of health behaviours, including the usual number of fruit and vegetable servings consumed per day ([@b0175]), the number of times per week they engaged in 30 min of walking, 30 min of moderate physical activity, and 20 min of vigorous physical activity ([@b0180]), frequency of smoking tobacco products ([@b0185]), as well as frequency and amount of alcohol consumption as measured via AUDIT ([@b0190]) Self-reported weight, height and waist circumference were also recorded.

Participants indicated their perceived confidence in achieving behaviours relating to physical activity exercise, diet and weight. On a scale of 1--10, with 1 being not at all confident and 10 being very confident, participants identified how confident they felt in their ability to: do regular, moderate physical activity (such as walking, swimming or cycling) on most days of the week; change to healthier eating; or achieve a weight-related goal.

2.4. Statistical analysis {#s0045}
-------------------------

Data were analysed using SPSS ([@b0195]) and descriptive statistics were used to summarise the representation of those with a mental health condition among the overall sample and for each GHS module (Proportion; 95% Confidence Interval). Referral sources were categorised as either general practitioner, other health professional, or any other source.

Health risk variables were created post-data collection in accordance with current Australian guidelines. Participants were considered to be at risk for fruit consumption if they consumed less than two serves daily, and for vegetable consumption if they consumed \<5 serves daily ([@b0200]). Physical activity risk was classified as not meeting current guidelines ([@b0205]) of 150 min of light (walking) to moderate activity, 75 min of vigorous activity, or a combination of the two, each week. In accordance with guidelines, smoking risk was determined as any current tobacco smoking (daily, occasionally) ([@b0210]), and alcohol consumption risk was assigned for AUDIT scores of \>8 ([@b0190]). Waist circumference risk was considered \>80 cm for women and \>94 cm for men ([@b0215]). Body Mass Index (BMI) was calculated using reported height and weight, with a score of 25+ (overweight/obese) considered at risk ([@b0215]).

Comparison of groups was based on responses to having had a mental health condition (Yes, No). For demographics, service details, primary health goal and self-rated health variables ([Table 1](#t0005){ref-type="table"}), chi-squared analyses were conducted to compare the groups for categorical variables and a *t*-test to compare mean age (*p* \< 0.01 to allow for multiple comparisons).Table 1Demographic, service details, self-rated health and health-related goals by presence of a mental health condition (MHC).All (N = 11,925)No MHC (N = 8819)MHC (N = 3106)Pn%n%n%DemographicsAgeN = 11,920N = 8814N = 3106Under 18270.2210.260.20.00018--39422935.5321036.4101932.840--59470739.5331237.6139544.960+295724.8227125.868622.1*Mean age (SD)47.9 (15.8)47.9 (16.0)47.6 (14.8)0.405*GenderN = 11,924N = 8818N = 3106Male272122.8205723.366421.40.028Female920377.2676176.7244278.6Aboriginal or torres strait IslanderN = 11,146N = 8263N = 2883Yes8928.06007.329210.10.000EducationN = 11,158N = 8271N = 2887High school or less418237.5294535.6123742.80.000Vocational[a](#tblfn1){ref-type="table-fn"}341830.6246329.895533.1Undergraduate266423.9211025.555419.2Postgraduate8948.07539.11414.9EmploymentN = 11,110N = 8239N = 2871Unemployed131711.87689.354919.10.000Employed[b](#tblfn2){ref-type="table-fn"}624356.2493659.9130745.5Retired/Home duties262923.7198124.164822.6Other9218.35546.736712.8Geographic locationN = 11,908N = 8807N = 3101Major cities810068.0605168.7204966.10.007Regional/Rural380832.0275631.3105233.9Index of disadvantageN = 11,864N = 8780N = 30841st Quintile223418.8170219.453217.30.1322nd Quintile128610.894310.734311.13rd Quintile261622.0192321.969322.54th Quintile314326.5230326.284027.25th Quintile258521.8190921.767621.9  Service detailsReferral sourceN = 11,312N = 8330N = 2982General Practitioner8847.86357.62498.40.166Other Health Professional[c](#tblfn3){ref-type="table-fn"}402835.6290634.9112237.6Other[d](#tblfn4){ref-type="table-fn"}640056.6478957.5161154.0ModuleN = 11,925N = 8819N = 3106Get Healthy (Standard Program)603450.6449050.9154449.70.000Diabetes Prevention392532.9283432.1109135.1Aboriginal Strategy7956.75396.12568.2Pregnancy11389.593410.62046.6Alcohol330.3220.2110.4  Health rating and goalsSelf-rated heathN = 8265N = 6241N = 2024Excellent3704.53255.2452.20.000Very good152618.5126820.325812.7Good375745.5298647.877138.1Fair186522.6123719.862831.0Poor7479.04256.832215.9Primary health goalN = 9510N = 7174N = 2336Weight625165.7463365.0158868.00.035Waist Circumference3794.02924.1873.7Exercise116912.388612.428312.1Healthy eating171118.0133318.637816.2[^1][^2][^3][^4]

For health risks (at risk/not at risk), groups were compared for each of the five behaviours (fruit consumption, vegetable consumption, physical activity, smoking and alcohol consumption), waist circumference and BMI (7 variables, [Table 2](#t0010){ref-type="table"}). Logistic regression accounting for age, gender and education were conducted to determine any differences between those with and without a mental health condition on each of the seven risk variables (adjusted odds ratios; *p* \< 0.01 to allow for multiple comparisons) and multiple linear regression accounting for the same demographic variables was conducted on continuous formats of the risk variables plus three confidence in behaviour change variables ([Table 3](#t0015){ref-type="table"}).Table 2Proportion of sample 'at risk' for health behaviours by presence of a mental health condition (MHC).All (N = 11,925)No MHC (N = 8819)MHC (N = 3106)AOR (95% CI)[a](#tblfn5){ref-type="table-fn"}*p*n/N%n/N%n/N%NutritionFruit -- At Risk4237/846850.03144/639349.21093/207552.61.11 (1.00--1.24)0.047Vegetable -- At Risk7426/846287.85575/638787.31851/207589.21.18 (1.00--1.40)0.046  Physical activityPhysical Activity -- At Risk4771/850956.13452/642153.81319/208863.21.45 (1.30--1.61)0.000  SmokingSmoking -- At Risk723/84768.5430/63886.7293/2088142.03 (1.72--2.40)0.000  AlcoholAUDIT -- At Risk231/54324.3148/40523.783/13806.01.57 (1.17--2.10)0.002  Waist circumferenceWaist Circumference -- At Risk6176/690589.44603/521188.31573/169492.91.63 (1.31--2.03)0.000Body mass indexN = 3945N = 2957N = 988Underweight/Acceptable (\<24.99)68617.457419.411211.31.63 (1.29--2.06)[c](#tblfn7){ref-type="table-fn"}0.000Overweight (25--29.99)[b](#tblfn6){ref-type="table-fn"}117129.793131.524024.3Obese (30 + ) [b](#tblfn6){ref-type="table-fn"}208852.9145249.163664.4[^5][^6][^7]Table 3Engagement in health behaviours and confidence in behaviour change by presence of a mental health condition (MHC).All (N = 11,925)No MHC (N = 8819)MHC (N = 3106)β[a](#tblfn8){ref-type="table-fn"}*p*NMean (SD)NMean (SD)nMean (SD)NutritionFruit serves daily84681.55 (1.31)63931.58(1.31)20751.46 (1.36)−0.040.001Vegetable serves daily84622.49 (1.71)63872.55(1.68)20752.31 (1.80)−0.060.000  Physical activityPA Vigorous[b](#tblfn9){ref-type="table-fn"}85170.39 (1.18)64270.43(1.22)20900.29 (1.01)−0.050.000PA Moderate[c](#tblfn10){ref-type="table-fn"}85251.01 (1.85)64341.06 (1.89)20910.88 (1.74)−0.040.000PA Walking[c](#tblfn10){ref-type="table-fn"}85232.79 (2.80)64312.90 (2.80)20922.45 (2.76)−0.070.000  WeightWeight (kg)891787.56 (22.39)674585.86 (21.62)217292.81 (23.87)0.1300.000  Waist circumferenceWaist Circumference (cms) -- Men Only1799108.26 (18.96)1383106.86 (18.17)396113.11 (20.76)0.0950.000Waist Circumference (cms) -- Women Only5126101.07 (16.77)382899.58 (16.31)1298105.44 (17.34)0.1490.000  BMIBMI394531.69 (7.65)295731.01 (7.30)98833.73 (8.30)0.140.000  Confidence in behaviour changeExercise61887.07 (1.93)46507.15 (1.89)15386.82 (2.05)−0.080.000Diet62397.14 (1.74)47297.22 (1.70)15106.90 (1.83)−0.090.000\
0.000Weight53976.89 (1.97)40826.99 (1.93)13156.59 (2.07)−0.09[^8][^9][^10]

3. Results {#s0050}
==========

3.1. Proportion of participants with a mental health condition {#s0055}
--------------------------------------------------------------

Of the 11,925 participants who enrolled in a coaching program between January 2015 and December 2017, 26% (n = 3106, 95% CI 25.2−26.8%) identified as having had a mental health condition. The proportion of participants with a mental health condition enrolled in each module were as follows: Standard 25.6% (1544/6034, 95% CI 24.5--26.7%); Type 2 Diabetes Prevention 27.8% (1091/3925, 95% CI 26.4−29.2%); Aboriginal and Torres Strait Islander 32.2% (256/795, 95% CI 30.0−35.4%); Pregnancy 17.9% (204/1138, 95% CI 15.7−20.1%); and Alcohol Reduction 33.3% (11/33, 95% CI 17.2−49.4%).

3.2. Demographics, service details, self-rated health and health goals {#s0060}
----------------------------------------------------------------------

The mean age of participants did not differ between groups, however examining age as a categorical variable indicated that a larger proportion of participants with a mental health condition were between 40 and 59 years old ([Table 1](#t0005){ref-type="table"}). There was greater representation of people residing in regional or rural areas and those who identified as being of Aboriginal or Torres Strait Islander heritage. Coaching participants with a mental health condition were more likely to have an education of high school or less and to be unemployed. Almost three quarters (73.3%) of coaching participants without a mental health condition self-rated their health positively (excellent, very good or good), compared to just over half (53%) of coaching participants with a mental health condition. Approximately two thirds of participants in both groups indicated that their primary health goal was weight-related.

3.3. Health risks and confidence in behaviour change {#s0065}
----------------------------------------------------

Coaching participants with a mental health condition were significantly less likely to be achieving recommended levels of physical activity ([Table 2](#t0010){ref-type="table"}). They were twice as likely to be daily or occasional smokers as those without a mental health condition (14% and 6.7%, respectively, *p* \< .001), 1.67 times as likely to be at risk for harmful alcohol consumption based on AUDIT scores (6% and 3.7%, respectively, *p* = .002), and 1.63 times more likely to be at risk for waist circumference (*p \< .001)* and for BMI (*P*.001). There was no significant difference between groups for fruit or vegetable consumption.

For analysis based on health risk variables treated as continuous measures, those with a mental health condition reported higher risk on all variables ([Table 3](#t0015){ref-type="table"}). On average, women a mental health condition reported a waist circumference of 25 cm over the recommended level of 80 cm, while men report 19 cm over the recommended 94 cm. These measurements are greater than those of callers without a mental health condition, with women exceeding risk measurements by 19 cm on average, and men exceeding by 13 cm (*p \< .001 for both men and women)*. Participants with a mental health condition on average entered the program 7kgs heavier than participants without (*p \< .001)*, and were less confident in their ability to regularly exercise (*p \< .001)*, adjust their diet (*p \< .001)*, and achieve weight-related goals (*p \< .001)*.

4. Discussion {#s0070}
=============

Based on routinely collected service information, 26% of participants who enrolled in a telephone-based coaching program to improve nutrition and physical activity self-reported having had a mental health condition. No significant differences were seen between service users with and without a mental health condition in terms of proportion at risk for fruit consumption, vegetable consumption, and primary health goal, however participants with a mental health condition rated their health as poorer, and were more likely to be at risk for physical activity, alcohol consumption, smoking, waist circumference and BMI. Similar trends can be seen when examining health measures in a continuous format, however considerations should be made around the practical interpretations of differences between groups in some measures, such as fruit and vegetable consumption, which although statistically significant, were very small.

The proportion of coaching participants engaging with the NSW Get Healthy Service® that report having had a mental health condition is consistent with estimates of the prevalence of mental health conditions measured in previous Australian national surveys ([@b0015]), and similar to enrolment rates seen in an Australian telephone service for smoking cessation ([@b0120]), suggesting that individuals with mental health conditions are seeking support to improve their physical health behaviours. Within the Aboriginal module a higher proportion of participants reported having a mental health condition. This may reflect the known challenges for this population, and is consistent with national survey data indicating higher levels of psychological distress reported by Indigenous Australians as compared to non-Indigenous Australians ([@b0045]), and also with Australian Quitline data reflecting a greater likelihood of having received mental health treatment among Indigenous callers ([@b0220]). This further emphasises the ongoing need for the NSW Get Healthy Service® to tailor the Aboriginal module to meet the specific cultural and clinical needs of this population and to optimise its delivery for those taking part ([@b0225]).

The increased prevalence of health risk is also consistent with previous research comparing individuals with specific mental health conditions to those without ([@b0230]), and with the general population ([@b0080]). Participants with a mental health condition not only reported greater health risk, but also less confidence in changing health behaviour. Low confidence may inhibit engagement in behaviours such as physical activity ([@b0235]) and smoking cessation ([@b0240]) however, participation in programs facilitating positive health behaviours can also increase health-related self-efficacy ([@b0245], [@b0250]), drawing attention to not only the benefits of connecting individuals with a mental health condition to health lifestyle programs, but also the importance of ensuring that such programs are effective in creating health behaviour change and increasing health-related self-efficacy.

No differences were seen in referral sources for coaching participants with and without a mental health condition, with approximately half of participants indicating that they had heard of or been directed to the service from sources other than a health professional. It has been suggested that behaviour change outcomes following telephone service use such as Quitlines is greater from active referrals, such as through health professionals, compared to passive or self-referrals ([@b0255]). Active referrals to the NSW Get Healthy Service® through sources such as mental health services ([@b0260]) therefore present as an avenue for further consideration in the education and promotion of services to address client health risk behaviours. Similarly, the increased proportion of this group of participants residing outside of major cities, along with the increase in health risk among rural residents ([@b0265]), highlights the importance of easily accessible health support services such as the NSW Get Healthy Service® and the potential for further referrals and support to be made for individuals living in remote areas.

Although the precision of mental health status in this sample is constrained by routine service data collection, the findings still indicate a substantial health risk difference between service users identifying having had a mental health condition and those who did not; and also highlights the benefits of fostering opportunities for collaboration between health services and researchers. Such collaborations allow for greater evaluation potential within health services, but also better quality of evidence in research. It should be noted that the impact of medications on a participant's ability to make changes to heath behaviours or biomedical measures was not considered, and that all measures were limited to self-report. However, it has been suggested that self-report of health measures via telephone presents an underestimation of health risk ([@b0270]), with a validation study of the NSW Get Healthy Service® participant population finding self-reported weight on average 1.6kgs lower than when objectively measured ([@b0135]), making the current data likely to be a conservative estimate. As this data includes residents in one Australian state, the generalisability of these findings in both a national and international context is also unknown.

Further research is required regarding the interaction and engagement of people with a mental health condition with behaviour change telephone support services for health behaviours other than smoking. At present, it is unclear if this group of service users perceive telephone-based coaching services to be useful and/or meeting their needs, if they encounter any unique difficulties in connecting with such services, as well as whether these services are equally effective in achieving and sustaining behaviour change across all participants. Suggestions have been made to tailor Quitlines around monitoring the withdrawal symptoms and medication side effects during the quit process ([@b0275]), as well as providing more intensive counselling ([@b0115]) over more frequent and shorter calls ([@b0280]) in order to improve outcomes for service users with a mental health condition. Such information could be useful in considering whether program modifications or further staff training around mental health, could be beneficial for both this subgroup and service providers.

5. Conclusion {#s0075}
=============

The present study contributes to the limited literature on the representation of individuals with a mental health condition using telephone-based coaching services to address health risk behaviours. A significant proportion of coaching participants within the NSW Get Healthy Service® reported having a mental health condition, with those participants more likely to be at risk for multiple health measures compared to participants without a mental health condition. Additionally, coaching participants with a mental health condition experienced lower confidence in their ability to engage in health risk behaviour change. Findings require confirmation through a larger, generalizable sample, however may identify a need for service providers and researchers to consider potential differences in the risk profiles of individuals with a mental health condition. Such considerations could inform future service planning and development to meet the needs of such service users.
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[^1]: Vocational includes Trade Certificate, Certificate II, Associate Diploma and Advanced Diploma.

[^2]: Employed includes part time, full time and casual employment.

[^3]: Examples of Other Health Professionals include Mental Health Services, Aboriginal Community Health Services and Pharmacies.

[^4]: Examples of Other referral sources include Media, workplaces, family/friends and health campaigns.

[^5]: Adjusted Odds Ratio after accounting for Age, Gender and Education.

[^6]: Considered at risk for BMI.

[^7]: Odds of being at risk.

[^8]: Standardised co-efficient of mental health condition after accounting for age, gender and education.

[^9]: Number of 20 min sessions per week.

[^10]: Number of 30 min sessions per week.
